Aim: This article focuses on the gender-specific career differences of residents in their postgraduate medical education in Germany. In par-
Introduction
Over the last four decades, gender lost its impact as a crucial cultural and social identification, egalitarian values have spread and an increasing number of women are working. Nevertheless, the vertical segregation within organisations remains. Leading positions are more often held by men whereas women rather work on lower hierarchical levels [1] . This also applies to the medical sector: in recent years, the percentage of female physicians has increased significantly in almost all OECD countries. In
Germany, approximately two thirds of medical graduates are women [2] . However, women still face greater challenges regarding their professional careers. The increase in female physicians is still not represented in all hierarchical positions: only 10% of leadership positions in the medical field in Germany are currently held by women [3] . The high proportion of female physicians causes new challenges in medical care, especially in hospitals [4] . There is an increasing gap between the demand for medical professionals and those looking for work. This intensifies the ongoing discussion about the impact of trends like 'feminisation' and 'Generation Y' on the medical labour market. Several studies report differences between male and female physicians regarding their professional plans for the future. Aspects such as regular working hours, predictability and room for private life are more important for women when choosing a specialty and a work environment than for their male counterparts. Alas, women still have major problems reconciling work and family life [5] , [6] , [7] , [8] , [9] , [10] , [11] , [12] , [13] . The KarMed-Study, run by the Institute of Primary Medical Care of the University Medical Center Hamburg-Eppendorf, surveyed male and female residents about their plans for their professional future over a period of seven years. The project's main goals include:
• Describing the realistic course of medical careers between achieving a medical license ('Approbation') and being recognised as a medical specialist ('Facharztanerkennung') • Summing up factors promoting and inhibiting the achievement of a medical board certification • investigating opportunities to increase the number of female physicians in medical leadership positions
This article addresses the following questions:
• What are male and female resident physicians' preferred future workplaces (hospital, ambulatory care, others)? • In case the residents strive to work in a hospital, it will be analysed which hierarchical position male and female physicians respectively prefer (specialist without leading responsibilities, senior or chief physician). A special emphasis will be laid on the analysis of the impact of occupational self-efficacy expectation on the willingness to work in leading positions.
• Which obstacles (working hours, childcare) are faced during residency and how do they differ between genders?
The interviewed persons have completed four years of postgraduate medical training when they were surveyed. Therefore, they have had deep insights into the reality of the medical profession and, therefore, their career expectations can be considered consolidated.
Methods
The KarMed-Study's database consists of annual postal surveys throughout the entire residency of medical students, who were in their "Practical Year" in 2008/2009. All students in their 'practical year' in the medical faculties of Erlangen, Giessen, Hamburg, Heidelberg, Cologne, Leipzig, and Magdeburg were approached. The response rate for the baseline survey (T0) was 48% (n=1012). In the following years the rate was 85% and higher. The survey ended in 2015 after seven years of interviews. Preferences regarding the preferred workplace and position were gathered using the following question: "which professional position would you like to reach after finishing your postgraduate medical training?" The answer options were:
• Establish a private practice as general practitioner • Establish a private practice as specialist physician • Employment as general practitioner in a private practice or a healthcare centre • Employment as specialist physician in a private practice or a healthcare centre • Specialist in a hospital • Senior physician in a hospital • Chief physician in a hospital • University-based research work (without clinical work) • Work outside medical care (health administration, medical journalism etc.)
• Other goal, namely… • No concrete ideas
We also asked for the specialty chosen for the medical board certification. The study participants could rank their top three preferences. This article is based on the primary preferences. In Germany, most private practices are open to statutory and privately health insured patients. In hospitals, apart from chief physicians and their deputies, specialists without directorial responsibilities and specialists-intraining constitute the regular staff of a department. Study participants were also asked about their preferred working hours after finishing their residency ("which work hour model do you prefer for your occupation after completing your postgraduate medical training?"). They had to choose between four options: "full-time throughout the entire career", "part-time throughout the entire career", "a few years full-time followed by part-time" or vice versa "a few years part-time followed by full-time". Depending on their postgraduate medical training facility, residents allocated themselves to a university hospital, a large hospital (=800 beds), a medium (350-800 beds) or small hospital (<350 beds) or a medical practice/ambulatory healthcare centre. In this study, parents are defined as persons who live with at least one child in their household permanently or most of the time. The occupational self-efficacy expectation (hereafter: OSEE) is a psychological assessment instrument that aims to give an insight to one's competencies of coping with difficulties and problems. The OSEE is an important determinant for positive career development and professional success. It is derived from the general self-efficacy expectation developed by Bandura that is a predictor for success in life management and life satisfaction [14] . A scale developed by Abele et al. was used to assess the residents' occupational self-efficacy expectation. This scale was validated in connection with the longitudinal study BELA-E (Berufliche Laufbahnentwicklung Erlanger Absolventinnen und Absolventen [eines Universitätsstu-diums]; professional career developments of [university] graduates in Erlangen) [15] . It consists of six items where interviewees are supposed to specify their degree of agreement on a 5-level scale that ranges from 1 "strongly disagree" to 5 "strongly agree". The ratings were then summarised to form a total score. Therefore, the OSEEscale ranges between values of 5 and 30.
Results

Study cohort
Approximately two thirds of all survey participants are women. This is similar to the percentage of women in medical education [2] . After four years of post-graduate training male physicians have a median age of 31 years while female physicians have a median age of 30 years. 80% of the survey participants are in long-term relationships. The share of parents rose from 8% (T0) to 29% (T4). For comparison to the general population: at the time of the survey one fifth of all households in Germany had at least one child [16] . The last two features showed no gender disparity.
Differing preferences regarding workplace, position and working hours after residency
As shown in table 1, 51% of the respondents state that they want to continue their career in a hospital after postgraduate training, whereas 44% prefer a workplace in ambulatory care (p<0.001). The remaining 5% pursue other goals such as a career in research. The percentage of female physicians who prefer ambulatory care is higher than the percentage of male physicians (46% of female physicians vs. 39% of male physicians), however, this difference is not significant. There is a major preference shift in women wanting to work in ambulatory care from wanting to establish private practices towards preferring employment. Male physicians still prefer the establishment of their own private practices, although here we observe a trend towards preferring employment as well. For both genders, parenthood and the wish to work part-time increase the preference for ambulatory care work. There are stronger gender differences in the hospitals. The proportion of male physicians who want to work in a hospital after receiving their specialist certificate is 1.4 times higher than the proportion of female physicians. This trend reaches a peak when looking at a position as chief physicians: this ratio is even 4.8 times higher. Only 2% of the female physicians are willing to work as chief physician after achieving their medical board certification. In absolute numbers these are 4 out of 186 female physicians. In contrast, the proportion of female physicians who want to work as specialists without leadership responsibilities is 3 times higher than the proportion of male physicians with the same goal (see table 1 ). There are also differences with regard to the preferred work hours (see table 2 ). Half the female physicians want to work part-time for a few years or their entire career after post-graduate training, whereas this applied to only 14% of male physicians (p<0.001). Overall, the preference to work full-time during the entire career decreased over the years. This rate is still higher for male physicians (50%) than for females (17%) but the decrease over time was stronger in male than in female physicians. For more details about work time preferences see Ziegler et al. [17] . Female physicians are less likely to work in university hospitals than male physicians (24% vs. 31%; n.s.). Children increase this effect. Furthermore, female physicians are less likely to hold a doctorate title than male physicians (56% vs. 47%; p<0.05).
Duration and output of post graduate medical education
Quantitative indicators for the effectiveness of postgraduate medical training are its real duration compared to the minimally required training time according to the Specialty Training Regulations, as well as the dropout rate. We assume that respondents who had gone through four years of residency have a realistic estimation of the end of their postgraduate training. In the KarMed study, approximately 50% deny the statement "I will get all certificates demanded in the Specialty Training Regulations within the prescribed minimum time of residency". Female physicians disagree more often than male physicians (51% vs. 40%; p<0.05), just as female physicians who are mothers disagree more than male physicians with children (78% vs. 53%; p<0.001). The main reasons for an assumed prolongation of residency (multiple answers possible) in female physicians are the interrelated issues of childcare (42%) and parttime work (32%). Curricular and organisational problems (e.g. rotation problems through units) are the main reasons stated by male physicians but are also often found among female physicians: 41% of the male physicians stated that there is "insufficient time for gaining the expertise needed to fulfil the residency requirements". These results are consistent with the findings of Bestmann et al. [18] . There is no statistical relationship between the reasons for an assumed prolongation of residency and the size of the institution in which the postgraduate training is being performed. Retrospective surveys among medical specialists confirm our ex ante survey data. For instance, 55% of surgeons stated in a survey run by the German Society of Surgery that they did not manage to finish their residency in the minimum time. In university hospitals, the percentage was even higher with 62% of the respondents reporting the same [19] . Gensch [20] and Rhode et al. [21] presented similar results. How many physicians break off their residency cannot be estimated by the prospective KarMed study. It can be assumed that people not continuing their residency also no longer participate in the study either. But, this is only one of many possible reasons for dropping out of the study. Apparently, investigations about residency dropout rates are not of great importance in the Medical Associ- ations. Only the Medical Association of Hessen once provided data for 2005: 14% of male and 35% of female physicians had not managed to become specialists after eleven years, which in most cases is twice the minimum length of residency [8] , [22] .
Special problems for mothers in postgraduate education
Especially women with children experience long residencies and show high interruption or dropout rates. A survey among all Bavarian physicians four to five years after having received their medical license in 2004 showed that 15% of female but only 1% of male physicians broke off their postgraduate training in order to care for a child [6] . Similar results are presented by Hancke et al. [23] and Hohner et al. [24] . The KarMed study provides ample information on the particular professional challenges faced by mothers caring for children compared to female physicians without children. As stated above, mothers begin their residency later and they need more time to finish it. 43% of female physicians with children obtained their doctorate, while 49% of those without children did (n.s.). There is a difference in work contracts as well: Female physicians with children hold a part-time contract more frequently (59%) than female physicians without children (7%; p<0,001). For 49% of mothers, the contract does not cover the full time of their residency (see also [25] ). In addition, mothers have a higher private workload. All these conditions make the coordination of career and private life against the background of frequently varying working hours and shifts in the working schedule much more challenging.
Occupational Self-efficacy Expectation and preferred positions in hospitals
Abele argues that not only those contextual factors presented above have an impact on professional forthcoming but also one's own assessment of personal capabilities and the "willingness to make an effort". These aspects are represented in the concept of the occupational self-efficacy expectation [9] . Table 3 shows that the average of OSEE is lower in female than in male physicians. This difference is small but statistically significant (p<0,001). We analysed how the contextual factors (parenthood, doctorate, preference for part-time work, size of training institution) and the 'internal' factors (gender, OSEE) have an effect on the physician's willingness to take on leadership responsibilities in a hospital after completing their postgraduate training (work as a senior or chief physician). Two regression models were evolved for this purpose. Only survey participants who reported working in a hospital as their first career choice (see table 4 ) are included.
The odds ratios in model 1 state that the probability to strive for a leading position is considerably higher for male physicians and physicians (male and female) with a doctorate than for female physicians and those physicians without a doctorate. Controlled for the other variables, the probability of aiming to work in a leading position is doubled when physicians achieved their doctorate (p<0.01) and even quadrupled (p<0.001) when the physician is male. This gender difference was already found in the baseline survey of the medical students during their last undergraduate year ("Practical Year").
At that point in time, the proportion of male medical students who aimed to work as senior physicians was 1.5 times higher than for female medical students. With regard to positions as chief physicians, the share of male students aiming at this goal was 5.4 times higher. During the Practical Year (T0 survey) and after four years of postgraduate training (T4 survey), only 2.2% of the female interviewees wanted to work as a chief physician. Among medical students, the preference for work as a specialist without leading responsibilities was 3.8 times higher for female physicians than for males. Compared to model 1, model 2 shows that the variance can be better explained when the OSEE is included (difference pseudo-R²=0.047). There is a strong effect of OSEE on the preference for leading positions: the scale has 25 scale points and an increase of one point increases the probability of aiming at leading positions by about 15% (p<0.01). Furthermore, table 4 shows that parenthood, the preference for part-time work and current work in a university hospital do not influence the willingness to work in leading hospital positions, when controlled for the other variables.
Discussion
The findings of the study show that differences between female and male physicians remain during four years of residency. This includes disparities in the preferred work position after certification, field of specialisation, occupational self-efficacy expectation, work-hour preferences, and the expected duration of residency. The attitude towards directory responsibilities of female physicians remained stable after graduating from university (at the latest) and is, therefore, not a result of experiences during residency. It can be assumed that females' life plans are influenced by anticipated parenthood and its consequences more than it is for their male counterparts. Therefore, it does not matter if these women already have children and experience the balancing act between family life and medical work by themselves or if they see it in their private or occupational surroundings. As long as a female physician intends to become a mother, it is likely that she will adjust her career plans accordingly. The results regarding the OSEE support this assertion. The OSEE is a powerful factor in explaining gender differences, but there is no significant difference in OSEE between women with at least one child and female physicians without children. The OSEE is associated with the willingness to accept leading responsibilities. When comparing female physicians with a high OSEE score to males with a similar score, no differences with regard to the readiness to take over leadership positions were found. In view of these results, we conclude that specific measures should be implemented or, if already existing, improved to strengthen the occupational self-efficacy expectation of female physicians and, therein, increase their willingness to work in leading positions. Possible measures, which Abele recommends as well, are mentoring programs [26] . Especially in Switzerland evaluations of such programs have offered convincing results [27] . Furthermore, specific PhD programs or other measures of support to achieve the doctorate could be helpful, as well as trainings to develop specific social competencies. One should realise, however, that this would correspond to characteristics (for instance assertiveness, competitiveness, decisiveness, severity, independence) that are linked to a male role model and which male physicians are often criticised for. A doctoral degree is important as it is required for obtaining a "habilitation", which is required to achieve an academic position in Germany. Also, without "habilitation" it is very difficult to become a chief physician even in non-university hospitals.
As described above, the restraint in career goals exists already before a female physician has children. We assume that the OSEE develops primarily during undergraduate education, when students start to gather insights into the medical profession and experience the prevalent role models. Therefore, the often proposed measures (increasing the supply of kindergarten places and/or part-time positions for female residents) might not improve the OSEE in the short-term. They might have an effect, but indirectly and on the long term. They can demonstrate to the forthcoming generation of female physicians that it is feasible to coordinate private life and work life within the current working conditions [28] , [29] .
Moreover, the role of fathers should be reconsidered. As long as the partners or spouses are not willing to take over equal duties in child care, the disparity between female physicians with children and male physicians (with and without children) will remain [30] , [31] . Female medical students anticipate this private conflict before getting their medical license and solve it by choosing careers that are less challenging [11] , [32] , [33] . Male physicians should, therefore, be encouraged to make use of the opportunity of taking longer parental leaves. In addition, work schedule models that allow a stronger focus on one's private life are very important for men as well. Currently, the traditional family role model with the father providing the income and the mother being responsible for child care is still dominant in Germany. This is demonstrated, for instance, by the fact that medical fathers work more hours than childless male physicians. • Niederlassung als Hausärztin/-arzt in eigener Praxis.
• Niederlassung als Spezialist/in ("Gebietsarzt/Gebietsärztin") in eigener Praxis.
• Angestellt als Hausärztin/-arzt in einer Praxis bzw. in einem Medizinischen Versorgungszentrum.
• Angestellt als Spezialist/in in einer Praxis bzw. in einem Medizinischen Versorgungszentrum.
• Fachärztin/-arzt im Krankenhaus.
• Oberärztin/-arzt im Krankenhaus.
• Chefärztin/-arzt im Krankenhaus.
• Tätigkeit in der universitären Forschung (ohne klinische Tätigkeit).
• Tätigkeit außerhalb des ärztlichen Bereiches (Gesundheitsamt, Medizinjournalismus etc. [15] . Es handelt sich um sechs Items, bei denen die Befragten auf einer 5er-Skala angeben sollen, wie sehr sie den Aussagen zustimmen, von 1 "stimmt gar nicht" bis 5 "stimmt genau". Für die Analysen wurden die Werte der einzelnen Items zu einem Summenscore zusammengefasst, der demnach Werte zwischen 5 und 30 annehmen kann.
Ergebnisse
Studienkohorte
Der Frauenanteil betrug in allen Befragungen ca. zwei Drittel, was knapp höher war als der Frauenanteil im Medizinstudium [2] . Nach vierjähriger Weiterbildung betrug der Altersmedian bei den Ärzten 31 Jahre, bei den Ärztinnen 30 Jahre. In fester Partnerschaft lebten zu diesem Zeitpunkt 80% der Befragten. Der Anteil der Befragten mit Kind stieg in den vier Jahren von 8% (T0) auf 29% (T4). Zum Vergleich: Im Jahr der Erhebung lebte in einem Fünftel aller Haushalte in Deutschland mindestens ein Kind [16] . In Bezug auf die beiden letzten Merkmale gab es keine Unterschiede zwischen den Geschlechtern.
Präferenzunterschiede bezüglich Versorgungssektor, Position und Arbeitszeit nach der fachärztlichen Anerkennung
Vier Jahre nach Weiterbildungsbeginn gaben 51% der Befragten an, nach der fachärztlichen Anerkennung weiter im Krankenhausbereich tätig sein zu wollen, während 44% die ambulante Versorgung präferierten (p<0,001). Die verbleibenden 5% verfolgen andere Ziele, beispielsweise eine Karriere in der Forschung. Der Anteil der Ärz-tinnen, die nach der fachärztlichen Anerkennung in die ambulante Versorgung wechseln wollten, war tendenziell -jedoch nicht signifikant -größer als der der Ärzte (46% der Ärztinnen vs. 39% der Ärzte).
In
Deutlichere Geschlechterunterschiede fanden sich im Krankenhaus. Der Anteil der Ärzte, die nach vierjähriger Weiterbildung Oberarzt werden wollten, war 1,4mal größer als bei den Ärztinnen. In Bezug auf eine Chefarztposition war dieser Anteil sogar 4,8mal höher: Nur 2% der Ärztin-nen, die nach der fachärztlichen Anerkennung im Krankenhaus weiterarbeiten wollten, strebten eine Position als Chefärztin an. Das waren -in absoluten Zahlen -4 von 186. Demgegenüber war der Anteil der Ärztinnen, die nur als Fachärztin ohne Leitungsaufgaben im Krankenhaus tätig bleiben wollten, 3mal größer als bei den Ärzten (siehe Tabelle 1). Auch in Hinblick auf die gewünschten Arbeitszeiten gab es Unterschiede (vgl. Tabelle 2). Die Hälfte der Ärztinnen wollte zu T4 nach ihrer fachärztlichen Weiterbildung entweder durchgehend oder zunächst in Teilzeit arbeiten, während dies nur bei 14% der Ärzte der Fall war (p<0,001). Lebte ein Kind im Haushalt, vergrößerte sich diese Differenz: Ärztinnen mit Kind wollten zu 76% in Teilzeit arbeiten, Ärzte mit Kind zu 16% (p<0,001). Insgesamt haben die Bestrebungen durchgehend Vollzeit zu arbeiten in beiden Geschlechtern über die Weiterbildungsjahre abgenommen. Bei den Ärzten nahm das Interesse sogar noch stärker ab als bei den Ärztinnen, wobei die Quote bei den Männern mit 50% zu 17% bei den Frauen immer noch deutlich höher ist. Detaillierte Ausführungen zu den Arbeitszeitvorstellungen finden sich bei Ziegler et al. [17] . Ärztinnen sind zudem zu einem geringeren Anteil an Universitätskliniken beschäftigt als Ärzte (24% vs. 31%; n.s.). Dieser Effekt wird verstärkt, wenn Kinder vorhanden sind. Hinzu kommt, dass Ärztinnen signifikant seltener eine Promotion abgeschlossen haben als Ärzte (56% vs. 47%; p<0,05).
Weiterbildungsdauer und Output der Weiterbildung
Indikatoren quantitativer Art für die Effektivität der fachärztlichen Weiterbildung sind ihre Dauer, gemessen an der Mindestzeit gemäß Weiterbildungsordnung, sowie der Umfang der Abbrüche nach Weiterbildungsbeginn. [28] , [29] . Darüber hinaus sollte die Rolle der Väter überdacht werden. Solange die (Ehe-)Partner nicht bereit sind, die Folgen des Elternwerdens im gleichen Umfang mitzutragen, wie die Mütter, wird die Bruchlinie in der Weiterbildung zwischen Ärztinnen mit Kind einerseits, Ärztinnen ohne Kind sowie Ärzten mit und ohne Kind andererseits bestehen bleiben [30] , [31] . Angehende Ärztinnen antizipieren diesen privaten Konflikt bereits vor der Approbation und lösen ihn dadurch, dass sie weniger belastende Karrieren "wählen" [11] , [32] , [33] . Ärzte sollten deshalb beispielsweise ermutigt werden, die Möglichkeit, in Elternzeit zu gehen, für sich zu nutzen. Zudem sind Arbeitszeitmodelle, die einen stärkeren Fokus auf das Privatleben erlauben, auch für sie wichtig und sinnvoll. 
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